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Workplace Smoking Survey — New York City 


During the period May 16-23, 1986, employees of the New York City Department of 
Health (NYCDOH) participated in a survey regarding smoking practices and attitudes toward a 
workplace smoking policy. The survey was conducted to obtain baseline information for eval- 
uating the impact of a smoking policy initiated by the mayor and scheduled to be implemented 
July 1, 1986. It was also intended to familiarize employees with the policy. 

Questionnaires were completed by employees who volunteered to attend one of several 
NYCDOH meetings concerning the mayor's proposed legislation and pending executive order 
about smoking restrictions. Of the estimated 900 employees in the department's primary 
office building, 608 attended the meetings, and 496 completed the survey. Thus, 55% of the 
total employees and 82% of those attending the meetings completed the questionnaire. Of 
the respondents, 137 (28%) currently smoked cigarettes, eight (2%) smoked pipes or cigars, 
333 (67%) were nonsmokers, and 18 (4%) did not answer this question. The female to male 
ratio of respondents was 2.5:1. Thirty-one percent of the males and 28% of the females were 
current smokers. Eighteen percent of the smokers smoked a pack or more of cigarettes per 
day. Sixteen percent of the cigarette smokers reported that they did not smoke at work. Fifty- 
nine percent of nonsmokers reported at least occasional exposure to tobacco smoke from 
others in the workplace; 56% of nonsmokers reported at least occasional exposure to tobacco 
smoke from the visiting public. 

Regarding employee attitudes toward smoking in the workplace, 63% of all respondents 
(26% of smokers and 79% of nonsmokers) reported being annoyed when other employees 
smoked nearby. Of nonsmokers, 38% reported that, when exposed to tobacco smoke, they 
would like to ask smokers to stop but are hesitant to do so. Thirty-three percent of nonsmok- 
ers reported that they were able to work without noticing smoke. Twenty-nine percent report- 
ed that they try to move away when other employees smoke. Overall, 82% of the respondents 
(including 69% of smokers) indicated that smoking in the workplace should be either limited 
(65%) or banned (17%). Most respondents indicated that restricting smoking in the NYCDOH 
would have no adverse effect on relations among their co-workers (87%), on their job 
performance (94%), or on their office morale (90%). Of current smokers, 46% indicated they 
would quit or reduce their smoking if workplace smoking were restricted. 
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Reported by KJ Denard, MS, MK Bradstock, MD, MPH, P Clarke, MPH, Div of Health Promotion, SC 
Joseph, MD, MPH, New York City Dept of Health; Div of Environmental Hazards and Health Effects, 
Center for Environmental Health, Div of Health Education, Center for Health Promotion and Education, 
Epidemiology Program Office, CDC. 

Editorial Note: The control of smoking and tobacco smoke exposure in the workplace has 
become an important public health issue in the United States in recent years. No studies have 
yet quantified the nonsmoking worker's risk of lung cancer from chronic exposure to tobacco 
smoke in the workplace. However, numerous studies have documented that nonsmoking 
wives of smoking men have a risk of lung cancer that is between 14% and 34% higher than 
that of wives of nonsmoking men (7 ). in addition, it has been shown that employees exposed 
to sidestream tobacco smoke in the work environment are at greater risk of developing small 
airways dysfunction than are nonexposed employees (2). Small airways disease, which is the 
first pathological change seen in beginning smokers (3), may increase the risk of developing 
disabling chronic airways obstruction (4). 

As a consequence of data such as these concerning the effects of sidestream tobacco 
smoke exposure, an increasing number of employers have instituted policies to control smok- 
ing in the workplace. While some policies and control measures have been adopted voluntari- 
ly, others have been required by legislative actions. There are already laws in 17 states and 
ordinances in at least 100 localities regulating workplace smoking (Office on Smoking and 
Health, unpublished data). In one recent national survey, 36% of 662 responding employers 
reported having established workplace smoking policies; an additional 2% planned to enact 
policies by the end of 1986, and 21% reported that policies were under consideration (5). 

Despite the voluntary nature of the NYCDOH survey, the results are consistent with pre- 
viously reported findings concerning employee knowledge, attitudes, and smoking practices 
in the workplace (6-70). Since this represents 55% of total NYCDOH employees, however, 
these results should be interpreted with caution. Smoking prevalence among respondents in 
this survey (28%) is similar to the estimates of national smoking prevalence (30%) (77). It is 
also similar to the prevalence reported for white collar workers (32% of females, 33% of 
males) (72) and for those in a surveyed private workplace (33%) (6). 

in most surveys, the majority of respondents have approved of some limitation of smoking 
in the workplace (6-70). A nationwide survey commissioned by the American Lung Associa- 
tion (73) asked 1,540 randomly selected individuals whether companies should have a 
policy on smoking at work. Eighty-seven percent of all respondents—including 80% of 
smokers— indicated that smoking in the workplace should be limited. Surveys of employees 
at individual workplaces have provided similar support for smoking restrictions. For example, 
74% of employees at a large health maintenance organization approved of a smoking prohibi- 
tion policy 4 months after implementation of the policy (7). In another survey, 71% of all em- 
ployees indicated that smoking in the immediate work area should be restricted (80% of non- 
smokers and 51% of smokers) (6). 

Policies limiting smoking in the workplace not only protect nonsmokers from the health ef- 
fects of passive smoking but also may encourage smokers to quit or reduce smoking. In one 
survey, 51% of the employees who smoked indicated that workplace smoking regulations 
might prompt them to reduce smoking or try to quit smoking completely (6). in the NYCDOH 
survey, the majority of participating employees were in favor of restricting smoking in the 
workplace 
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Epidemiologic Notes and Reports 





Tularemia — New Jersey 


On December 3, 1985, a 67-year-old wor an died from tularemia in a New Jersey hospital. 
She had been admitted 7 days previously with a metabolic acidosis secondary to combined 
dehydration and sepsis. On admission, she had an “unhealing sore” on the first finger of her 
right hand. Initial treatment included gentamicin and cefazolin, as well as insulin for uncon- 
trolled, late-onset diabetes. After 3 days, the treatment was changed to streptomycin. Despite 
these measures, disseminated intravascular coagulation, respiratory failure, and hypotension 
developed, and the woman died. 

The case history showed that on November 9, 1985, an 18-year-old neighbor had shot 
two rabbits behind his home in Gloucester County, New Jersey. After eviscerating the ani- 
mals, he gave them to the patient and her 64-year-old husband, who skinned and froze the 
rabbits. During the summer, the young man had noticed several dead rabbits around his 
house and had attributed their deaths to insecticide that had been sprayed on local fields. One 
of the two rabbits he shot was noted to be losing its fur. 

Two days after dressing out the rabbits, the young man became ill with an ulcerated hand 
lesion, axillary lymphadenopathy, and a fever. He was examined at the local hospital; no diag- 
nosis was made, but he was treated with antipyretics. On November 23, his two 
neighbors—the recipients of the rabbits— were admitted to the local hospital. They both had 
sepsis and hand lesions. On November 26, following instructions from the hospital, the young 
hunter was started on streptomycin, and he recovered rapidly. 
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Tularemia — Continued 

The woman’s original titer for tularemia, drawn November 23, was less than 20. Her titer 
rose to 160 after 10 days. First samples from both men were drawn late in the disease. The 
hunter's first blood specimen was drawn on November 29, when his titer was 1,280. It was 
reported as 2,560 after 7 days. Blood specimens from the husband were drawn December 3, 
when his titer was 320, and the level rose to 1,280 after 14 days. 

The two rabbits were sent to CDC for analysis. Cultures from the bone marrow of both ani- 
mals grew Francisella tularensis. 
Reported by WE Parkin, DVM, State Epidemiologist, New Jersey State Dept of Health; Div of Field Svcs, 
Epidemiology Program Office, Div of Bacterial Diseases, Center for Infectious Diseases, CDC. 
Editorial Note: Six cases of tularemia had been reported in New Jersey over the 5-year 
period prior to this outbreak. One case, in 1985, was also associated with rabbits. No tulare- 
mia deaths had been reported in the state in the previous 5 years. 

The association between rabbits and human tularemia was first documented in 1913 (7), 
and rabbit contact was implicated in 90% of the more than 14,000 cases reported through 


(Continued on page 753) 





TABLE |. Summary —cases specified notifiable diseases, United States 
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TABLE 11. Notifiable diseases of low frequency, United States 
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“One of the 29 reported cases for this week was imported from a foreign country or can be directly traceable to a known internationally im- 


ported case within two generations 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 


November 29, 1986 and November 30, 1985 (48th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weers ending 
November 29, 1986 and November 30, 1985 (48th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 
November 29, 1986 and November 30, 1985 (48th Week) 
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TABLE IV. Deaths in 121 U.S. cities." week ending 


November 29, 1986 (48th Week) 
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* Mortalty data in thes table are voluntary reported from 121 cites in the United States. most of which have populations of 100 000 or 
more.A death 1s reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 
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1944 (2). Although bloodsucking anthropod vectors have accounted for an increasing per- 
centage of cases in more recent years, rabbits continue to be an important source of infec- 
tion (3). 

In the United States, wild rabbits of the genus Sy/vi/agus ‘cottontails, marsh rabbits, and 
swamp rabbits) present the greatest hazard (2). Jack rabbits and snowshoe hares are sus- 
ceptible to tularemia but have rarely been implicated as direct sources of human infection. 
The domestic rabbit (Orycto/agus cuniculus ) has not been documented as a source of human 
tularemia (2 ). 

Exposure of the skin or conjunctiva to blood and other infectious tissue while skinning and 
dressing rabbits account for most cases. Ingestion of inadequately cooked meat has also 
been implicated. In some instances pulmonary tularemia has resulted from breathing aerosols 
generated while handling unopened rabbits or merely by poking at a dead rabbit with a 
stick (4,5). Indirect transmission from rabbits to humans may result from bites by pet animals 
or deerflies (6, 7). 

In 1939, the peak incidence year in the United States, 2,291 cases (17.5/1,000,000 


population) were reported (2). Only 291 cases (1.2/1,000,000 population) were reported in 
1984. 
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Multiply Resistant Shigellosis in a Day-Care Center — Texas 


Between October 10 and November 6, 1985, 15 children at a day-care center in Diboll, 
Texas, developed a diarrheal illness. Shige//a sonnei was isolated from 10 ill children and from 
two of 19 asymptomatic children who were cultured on November 7. All isolates were colicin 
type 9, resistant to ampicillin, carbenicillin, streptomycin, cephalothin, and trimethoprim/ 
sulfamethoxazole (TMP/SMX), and sensitive to tetracycline, nalidixic acid, chloramphenicol, 
and gentamicin. The attack rate was highest among the 12- to 22-month-old group. Family 
members of this group had the highest secondary attack rate (Table 1). No cases occurred 
among the 22 staff members. None of the children were hospitalized, but four of the five ill 
family members were. 

The 89 children attending the center were cared for, by age group, in separate rooms. All 
groups except infants and toddlers had separate toilet and playground facilities. Infants and 
toddlers shared these facilities. 
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Symptomatic children were excluded from the center until their diarrhea had resolved. 
Then they were permitted to return, without treatment or cultures, to their classrooms. Hand- 
washing and hygiene were emphasized; contact between age groups was limited; and the 
routine policy excluding food preparers from child care, particularly diaper-changing, was 
reinforced. No further cases were reported at the center after November 7, when this strategy 
was implemented. 

During the following month, statewide surveillance for TMP/SMX-resistant S. sonnei in- 

fections detected an outbreak among kindergarteners in a town 100 miles away. Although 
this outbreak strain had the same colicin type and antimicrobial resistance profile as the Diboll 
strain, its plasmid content differed, and no direct connection between the two outbreaks was 
discovered. 
Reported by M Crowder, MD, W Joyce, J Connors, Public Health Region 7, A Quillian, M Czpiel, Angelina 
County and Cities Health Dist, J Taylor, MPH, DL Martin, MN, CE Alexander, MD, Bureau of Epidemiology, 
Texas Dept of Health; Enteric Diseases Br, Div of Bacterial Diseases, Center for infectious Diseases, CDC. 
Editorial Note :Shigellosis in day-care centers can be difficult to control. Basic hygiene, ex- 
clusion of symptomatic persons, and routine antimicrobial therapy for all infected persons 
have been advocated as control measures (7). In the Texas outbreak reported here, anti- 
microbial therapy was not part of the control strategy because the strain was resistant to all 
drugs commonly used to treat shigellosis in children. Nonetheless, the straightforward control 
strategy in this well-designed day-care center was associated with the end of the outbreak, 
even though untreated convalescent children returned to the center and untreated asymp- 
tomatic carrier children remained there. 

The elements contributing to this apparent success included vigorous emphasis on hand- 
washing among staff and children; routine exclusion of ill children; separate areas and staff for 
diapering and food-preparation; and separate rooms, toilets, and play-facilities for different 
age groups. There is some evidence that each element is important. Handwashing has been 
shown to reduce the incidence of diarrheal iliness in day-care centers (2 ). Inday-care centers in 
Houston, Texas, the incidence of diarrheal iliness was significantly associated with the propor- 
tion of staff who changed diapers and also served or prepared food (3). The usefulness of 
separating children by age was suggested by uniform shigellosis attack rates observed across 
ages O to 5 years at a day-care center where the children were grouped together (4). Additional 
study of the efficacy and utility of these specific control measures is needed (5,6). 

Providing day-care in isolation for convalescent children may limit the spread of shigellosis 
in the community. In one outbreak, in which children with shigellosis were rigidly excluded 
from a day-care center until negative cultures were obtained, the outbreak strain spread to a 
day-care center in an adjacent county (7). In another outbreak, at a center where isolation of 


TABLE 1. Attack rates of shigellosis, by room assignment, among children <5 years old 
attending a day-care center and their family members — Diboll, Texas, 1985. 





Room Attack @ueee Family Attack 
assignment Cases/Children rate (%) members rate (%) 





Infant 12 0/20 0 
Toddler 60 4/31 13 
Two-year-old 20 1/40 
Three-year-old 40 0/29 
Four-year-oid 7 0/47 
Total 26 5/167 
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convalescent children was possible, treated, convalescent children without negative cultures 
were allowed to return to the day-care center, and there was no further spread of illness in 
either the center or the community (8). Further evaluation of convalescent day-care, with and 
without isolation, is needed before specific recommendations can be made. 

To help day-care center directors, employees, and parents work with health departments 
to control disease in day-care centers, CDC has produced a training kit: “What To Do To Stop 
Disease in Child Day-Care Centers”. This kit has been distributed to state health departments 
and licensing boards for distribution to licensed day-care centers. It also can be purchased for 
$4.00 from the Government Printing Office, Superintendent of Documents, Washington, 
D.C., 20402. The GPO Stock Number is 017-023-001 72-8. 
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Erratum : Vol. 35, No. 46 
p.714 The following reference replaces reference number 5 for the article entitled “Prema- 


ture Mortality from Diabetes Mellitus—Use of Sentinel Health Event Surveillance to 
Assess Causes”: 


5. Tunbridge WM. Factors contributing to deaths of diabetics under fifty years of age. On behalf of the 
Medical Services Study Group and British Diabetic Association. Lancet 1981;2:569-72. 
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FIGURE |. Reported measies cases — United States, weeks 44-47, 1986 
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